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ABSTRACT

The significance traditionally attached to
regional lymph node metastases has been
questioned following a retrospective review
of 922 patients with early breast cancer.

Conservative surgical removal of axillary
lymph node metastases and conservative
irradiation of internal mammary lymph
node metastases did not prejudice the five-
and lO-year survival rates of patients so
treated.

Axillary lymph node recurrences had an
ominous prognosis and occurred more com-
monly in the conservati.'ely treated patients,
yet survival rates were the same as those
following radical mastectomy. Many axillary
lymph node recurrences occurred more than
five years after primary therapy, or with
or after other evidence of reactivation of
the breast cancer.

It is suggested that breast cancer patients
do not do poorly because they have regional
lymph node metastases, but rather they
have these metastases when they do poorly.

SOMMAIRE

L'auteur, apr.s un 6tude r6trospective
portant sur 922 cas de cancer mammaire
an d6but, met en doute le r6le attribu6 aux
m6tastases ganglionnafres r6gionales.

L'ex6r.se chirurgicale conservatrice des
m.tastases aux ganglions axillaires et l'irra-
diation conservatrice des m6tastases aux
ganglions mainmaires internes* n'ont pas
modifi. les survies de cinq et 10 ans chez
les malades ayant revu ces traitements.

Les cas de r6cidive aux ganglions axil-
laires ont eu un pronostic inqui6tant et se
sont produites plus souvent chez les ma-
lades soumis & un traitement conservateur,
encore que les taux de survie aient 6t. les
m.me que chez ceux des malades qui
avaient subi une mammectomie radicale. De
nombreuses r6cidives axillaires sont sur-
venues plus de cinq ans apr.s le traitement
initial ou accompagnaient ou suivaient
d'autres signes de rtSactivation du cancer
mammaire.
On estime que les malades qui ont eu

une n6oplasie mammafre ne d6pSrissent pas
parce qu'il ont des m6tastases ganglion-
naires r6gionales, mais au contraire qu'ils
ont ces m6tastases parce qu'ils d6p6rissent.
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OBSERVATION 1:

Concerning Axillary Lymph Node Metastases
If axillary lymph node metastases of a breast

cancer are important sources of further spread, it
would seem likely that their radical removal would
be attended by better survival rates than those
associated with methods which leave these nodes
in place. As well, it would be expected that patients
with axillary metastases undergoing radical mas-
tectomy would have better survival rates than those
having only a simple mastectomy with conservative
or accidental removal of those axillary contents
adjacent to the axillary tail of the breast.

TABLE V-CRUDE SURVIVAL RATES FOR PATIENTS WITH
STAGE II LESIONS

5-year 10-year
(1946-1959) (1946-1954)

Radical mastectomy patients.... 48% 24%
(243) (158)

Conservative surgery patients.... 52% 50%
(62) (26)

(Figures in parentheses indicate the number of patients at
risk.)

Retrospective review of 305 patients with histo-
logically proved axillary lymph node metastases
showed that the radical mastectomy patients did
not do better than those subjected to simple mas-
tectomy. Considering only those patients with a
pathological diagnosis of lymph node metastases,
it is seen in Table I that the five-year survival rate
of the 243 radical mastectomy patients was 48%,
compared to a five-year survival rate of 52 % for
the 62 patients treated by simple mastectomy and
lower axillary excision. After 10 years-that is, in
the patients first treated between 1946 and 1954-
only 24% of the 158 radical mastectomy patients
were alive, while 50% of the 26 simple mastectomy
patients survived.

Fig. 1 shows the year-by-year survival rates
for the two groups of patients. Again, it is seen
that the radical excision of the axillary contents
did not improve the survival rates of the patients
so treated. The irregularities of the simple mastec-
tomy curve after the sixth year are due, of course,
to the small number of patients in the study.
These findings cannot be explained by any ob-

vious prejudicial selection of patients.1 The retro-
spective assigning of the primary tumours in the
two groups into stages T1 and T2 by the author
revealed the proportions to be identical in each
group. The surgeons concerned were in the habit
of doing either radical mastectomy routinely or
simple mastectomy routinely. None performed
radical mastectomy on clinical Stage II patients
and simple mastectomy on those with Stage I
lesions. Rather, because of the limited lymph node
removal, it is possible that metastases would only
be found in those conservatively treated patients
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Fig. 1.-Crude year-by-year survival rates of patients with

Stage II breast carcinoma.

with the more extensive involvement. Thus the
simple mastectomy patients may have had, as a
group, more advanced malignant disease, there
being less opportunity for the finding of chance
microscopic deposits in this group. The conserva-
tively treated patients were older (Fig. 2), but this
should have lowered their crude survival rates,2
particularly at the 10-year follow-up.3 Seventeen
of the radical mastectomy patients and two of the
simple mastectomy patients did not receive routine
prophylactic radiotherapy.
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Fig. 2.-Age distribution of patients with Stage II breast

carcinoma.

The failure of radical axillary dissection to im-
prove survival rates has been previously observed
in a clinical trial in Copenhagen,4' . where simple
mastectomy with postoperative irradiation was
compared to the extended radical mastectomy, and
in Cambridge6 where the results obtained with
modified simple mastectomy and postoperative ir-
radiation are being compared to radical mastectomy
and postoperative irradiation. The ineffectiveness
of radical axillary adenectomy has been most dra-
matically demonstrated by Porritt,7 who has favour-
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ably compared segmental mastectomy and axillary
biopsy to radical mastectomy, both being followed
with irradiation.
Does not the failure of the radical removal of the

axillary metastases to improve survival rates sug-
gest that these regional lymph node metastases may
not be responsible for further spread of the cancer?

OBSERvATION 2:
Concerning Internal Mammary Lymph Node
Metastases
If the internal mammary lymph node metastases

of a breast cancer are important sources of further
spread, it would be expected that the survival rates
for patients with medial-half primary lesions should
be poorer than those with primary tumours in the
lateral half of the breast, since it is well accepted
that the former have a higher incidence of internal
mammary metastases. None of the patients in this
study were subjected to the operation of extended
radical mastectomy, and prior to mid-1953 none
had irradiation of the internal mammary chains.

TABLE 11.-CRUDE SURVIVAL RATES FOR PATIENTS WITH
"Cun.BLE" BREAST CARCINOMA ACCORDING TO LOCATION

5-year 10-year
(1946-1959) (1946-1954)

Medial-half lesions.65% 48%
(228) (150)

Lateral-half lesions.65% 43%
(525) (313)

(Figures in parentheses indicate the number of patients at
risk.)

In Table II the five-year and 10-year survival rates
are shown for those patients whose primary
tumours were described as being in the lateral and
the medial halves of the breast (excluded are 97
patients with central tumours and 72 in whom the
exact location was not recorded). It is seen that
the failure to remove the internal mammary lymph
nodes in any, and the failure to irradiate these
nodes in half of the patients, did not prejudice the
survival of those who had medial-half lesions, with
their associated greater incidence of internal mam-
mary metastases. In other words, although the
patients with medial-half lesions should have had a
greater number of untreated (by surgery or radio-
therapy) internal mammary lymph node metas-
tases, their survival rates were the same as those
patients with lateral-half lesions. Similarly, Mac-
Kay and Sellers,2 in a review of over 11,000
patients, did not observe a poorer prognosis for
patients with lesions in the medial portion of the
breast.

This second observation tends to refute the argu-
ment that radiotherapy, which was given to most
patients, will have destroyed any retained, involved
lymph nodes. Full refutation of this argument is
perhaps provided by the few properly conducted
randomized clinical trials that have been reported.

At Manchester8' the prophylactic postoperative
irradiation of radical mastectomy patients did not
improve survival rates over the rates of those who
did not receive radiotherapy. Thus irradiation of
the internal mammary and supraclavicular lymph
node metastases did not improve survival. Are the
axillary lymph node metastases likely to behave
differently from those in the internal mammary and
supraclavicular nodes? At Copenhagen,4' . where
patients subjected to extended radical mastectomy
had survival rates equal to those following simple
mastectomy with radiotherapy, it was concluded
that irradiation and surgical removal were equally
effective (or ineffective'0) in dealing with the
regional lymph node metastases, or perhaps the
regional lymph node metastases are not important
in determining survival. It would seem, then, that
since treating the regional lymph node metastases
does not appear to improve survival rates, these
metastases may not be important in themselves in
determining survival. Presumably they are not im-
portant sources of further spread.

OBSERvATION 3:

Concerning the Incidence of Axillary
Lymph Node Recurrence
The significance of regional lymph node meta-

stases was studied further by reviewing the homo-
lateral axillary lymph node recurrences. As a rule
these were clinical rather than pathological diag-
noses. Table III shows the incidence of these re-

TABLE 111.-HOMOLATERAL AXILLARY LYMPH NODE RECUR-
RENCES DEVELOPING WITHIN FIVE YEARS IN PATIENTS WITH

STAGE I AND STAGE II BREAST TUMOURS

No. of
No. of patients recurrences

549 Radical mastectomy + x-ray
51 Radical mastectomy alone
5 X-ray + radical mastectomy

605 Total radical group

260 Simple mastectomy + x-ray
36 Simple mastectomy alone
7 X-ray + simple mastectomy
14 Tumour excision h x-ray

317 Total conservatiVe group

7
3 (65% five-year sur-
0 vivalrate;46% 10-

year survival rate

10 (1.7%)
14
6
1 (66% five-year sur-
1 j vivalrate;47% 10-

year survival rate

22 (6.9%)

currences in the combined Stage I and Stage II
patients. It was significantly higher in those who
had conservative surgery, being 6.9% in the first
five years, whereas only 1.7% of the radical
mastectomy patients developed axillary recurrences.
Moreover, of the 14 patients who developed axillary
recurrences after five years, 12 had had conserva-
tive surgery (Table IV). Most of the patients who
developed axillary recurrences have died of breast
cancer. Yet, in spite of this ominous prognosis, and
in spite of the higher incidence of axillary lymph
node recurrences, the crude survival rates for all
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TABLE IV.-HOMOLATERAL AXILLARY LYMPH NODE RECUR-
RENCES DEVELOPING ArvER FIvE YEARS

Year of
appearance

after primary No. of
treatment recurrences Treatment of primary lesions

conservatively treated patients were the same as
those for women who had had radical mastectomy.
If these axillary lymph node recurrences were
significant sources for further spread of the cancer,
it might have been expected that the simple mast-
ectomy patients would have had worse survival
rates, by reason of the difference in the incidence
of recurrence.

OBSERvATION 4:
Concerning Late Axillary Lymph Node
Recurrences
By the end of 1964, 14 patients had developed

homolateral axillary lymph node recurrences more
than five years after the primary therapy (Table
IV). Some of the patients treated between 1955
and 1959 will presumably still develop axillary re-
currences before they reach their 10-year follow-up.
It can be seen that two of the recurrences appeared
in the 6th year, three in the 7th year, six in the 8th
year, two in the 9th year, and one in the 10th year
after treatment. Crile11 has reported similar ob-
servations on axillary lymph node recurrences and
Sanger'2 on internal mammary lymph node recur-
rences. These lymph node metastases must have
been present all of the time. Thus it would appear
that regional lymph node metastases can either
grow very slowly or, more likely, that they may re-
main quiescent for many years in peaceful co-
existence with their host.

OBSERVATION 5:
Concerning the Timing of Axillary Lymph
Node Recurrences
Table V shows the relative timing of all of the

axillary lymph node recurrences. In 19 of the pa-
tients these recurrences represented the first sign of

TABLE V.-RELATIVE TIMING OF AXILLARY LYMPH NODE
RECURRENCES

First recurrence.19
Simultaneous with skin recurrence.4
Simultaneous with supraclavicular nodes.3
After repeated skin recurrence.5

12
Simultaneous with distant metastases.9
After distant metastases.6

15
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reactivation of the disease. In 12 they appeared
simultaneously with or after other local evidence of
reactivation of the cancer. In the remaining 15 they
appeared simultaneously with or after distant meta-
stases. Thus axillary lymph node recurrences do
not necessarily precede the appearance of the dis-
ease elsewhere, which they should if the nodes
were important sources of further spread.

DIscussIoN

Retrospective reviews such as that presented in
this communication will never do more than
suggest the probable result of a properly random-
ized prospective study. However, these five ob-
servations are not readily reconciled with the con-
cept that the regional lymph nodes are important
way-stations in the spread of breast cancer. This,
of course, is not to suggest that a primary tumour
which has the biological aggressiveness to produce
regional lymphatic metastases does not h.ive a
poorer ouUook than a primary tumour that has not
produced such metastases. But possibly the lymph
node metastases are only the expression of basic
biological factors, and not the cause of the poor
outlook.15"4 Perhaps the regional lymph node
metastases are in themselves unimportant local
accidents, reflecting only the likelihood that the
host's "resistance" has broken down elsewhere.

SUMMARY

Five observations concerning regional lymph node
metastases have been made on 922 retrospectively re-
viewed patients with "curable" breast cancer.

1. In patients with histologically proved axillary
metastases, similar survival rates were achieved by
means of radical mastectomy, and simple mastectomy
with conservative or accidental removal of the adjacent
axillary contents.

2. Patients with tumours in the medial half of the
breast, and therefore presumably a higher incidence
of untreated internal mammary lymph node metastases,
had survival rates equal to those with lateral half
lesions.

3. The higher incidence of axillary lymph node re-
currences, with their ominous prognosis, did not appear
to influence the survival rates of those patients treated
by conservative surgery.

4. Fourteen of the 46 axillary lymph node recur-
rences appeared more than five years after the original
treatment.

5. Axillary lymph node recurrences frequently
appeared with or after other evidence of reactivation
of the breast cancer.

It is suggested that the poor prognosis associated
with metastatic regional lymph nodes is not due to
these metastases. Rather, both prognosis and meta-
stases are evidence of the biological activity of the
tumour. The possibility is considered that the meta-
stases in regional lymph nodes may not be important
sources for further spread of breast cancer.
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Sarcoidosis and Polyarihritis
L. M. ANHOLT, M.D., SQUADRON LEADER, R.C.A.F. and

RICHARD H. ROBERTS, M.D., F.A.C.P., SURGEON CAPTAIN, R.C.N.,
Halifax, N.S.

ABSTRACT

Polyarthritis is a well-recognized manifes-
tation of sarcoidosis, but the various series
of eases reported in the literature reveal
considerable variation in its incidence as
weli as in its clinical manifestations. Three
major types of sarcoid polyarthritis are
defined, as distinguished by their clinical
and pathological features. Two of these
types are usually seen in conjunction with
the subacute or transient form of sarcoidosis
and, in most cases, are accompanied by
erythema nodosum. They differ markedly
in severity, but their prognosis is uniformly
good. The third type, in contrast, is of a
chronic nature and is often associated with
permanent joint changes. Mild joint mani-
festations are a frequent finding in sar-
coidosis, but more severe arthritis is rela-
tively rare.
Two eases of sarcoidosis, presenting with

severe polyarthritis, are reported in detail,
and cases seen in Halifax hospitals during
the period 19.4 to 1964 are reviewed.

S INCE 1899 when Boeck1 first described the clini-
cal and pathological findings and named the

syndrome "sarcoidosis", an increasing number of
reports concerning this disorder have appeared
in the literature each year. Although joint involve-
ment was first described by Burman and Mayer2 in
1936, this aspect of the disease at first attracted
little attention. This communication will describe in
detail two cases seen at the Canadian Forces Hos-

From the Department of Medicine, Daihousie University,
and the Canadian Forces Hospital, Halifax, Nova Scotia.
Presented at the 34th Annual Meeting of the Royal College
of Physicians and Surgeons of Canada, Toronto, January
1965.
The case reports presented in this article are reproduced
by permission of the Medical Service8 Journal, Canada.

SOMMAIRE

La polyarthrite est une manifestation bien
connue de la sarcoidose, mais les divers
groupes de cas qui ont 6t6 publi6s dans la
litt6rature m6dicale indiquent qu'il y a de
fortes variations dans sa fr.quence ainsi
que dans ses manifestations cliniques. On
d6fiit trois types principaux de polyartlirite
sarco.dienne selon leurs caract&istiques
cliniques et patbologiques. Deux de ces
formes s'observent g6n.ra1em.nt concur-
remment avec la forme subaigui5 ou tran-
sitoire de la sarcoidose et, dans la plupart
des cas, s'accompagnent d'6ryth.me noueux.
Leurs degr6s de gravit6 different grande-
ment, mais leur pronostic est toujours bon.
Par contre, le troisi.me type est de caract.re
chronique et s'accompagne souvent de
modifications articulaires permanentes. Les
manifestations articulaires b6nignes sont une
observation fr6quente de la sarcoidose, mais
1'arthrite de forme pins grave est relative-
ment rare.

L'auteur rapporte en d.tail deux cas de
sarco.dose avec polyarthrite grave et passe
en revue les cas qui ont . observ6s dans
les h6pitaux de Halifax pendant la p6riode
de 1954 .t 1964.

pital, Halifax, in 1963,. will discuss the cases
treated in other Halifax hospitals during the period
1954 to 1964, and will briefly review the literature
on the subject.

CASE REPORTS

CASE 1

A 27-year-old white Air Force corporal was admitted
to the Canadian Forces Hospital, Halifax, with a
history of a swollen, red, painful left foot of six days'


